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Background: The need to tackle sexual health problems and promote positive sexual health has been 
acknowledged in Irish health policy. Young people’s sexual behaviour however remains under-
researched with limited national data available.  
Methods: This study presents the first nationally representative and internationally comparable data 
on young people’s sexual health behaviours in Ireland. Self-complete questionnaire data were 
collected from 4494 schoolchildren aged 15-18 as part of a broader examination of health behaviour 
and their context. The prevalence of sexual initiation, very early sexual initiation (<14 years) and non-
condom use at last intercourse are reported and used as outcomes in separate multilevel logistic 
regression models examining associations between sociodemographic characteristics, lifestyle 
characteristics and young people’s sexual behaviours. 
Results: Overall, 25.7% of boys and 21.2% of girls were sexually initiated. Older age was 
consistently predictive of initiation for both boys and girls, as were alcohol, tobacco and cannabis 
involvement, living in poorer neighbourhoods and having good communication with friends. 
Involvement in music and drama was protective. Very early sexual initiation (<14 years) was reported 
by 22.8% of sexually initiated boys and 13.4% of the sexually initiated girls, and was consistently 
associated with rural living, cannabis involvement, bullying others and attending fewer health check-
ups for both. Boys’ very early initiation was predicted by alcohol involvement, receiving unhealthy 
food from parents and taking medication for psychological symptoms, whereas better communication 
with friends and more experience of health symptoms were protective. Girls’ very early initiation was 
predicted by belonging to a non-Traveller community, whereas taking medication for physical 
symptoms was protective. Condom use was reported by 80% of sexually initiated students at last 
intercourse. Boys’ condom use was associated with older age, higher social class, bullying others and 
self-care behaviours. For girls, condom use was predicted by belonging to a non-Traveller 
community, healthy food consumption, higher quality of life and being bullied, whereas taking 
medication for physical and psychological symptoms was associated with non-condom use.  
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Conclusions: These nationally representative research findings highlight the importance of focusing 
on young people as a distinct population subgroup with unique influences on their sexual health 
requiring targeted interventions and policy. 
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Background 
Sexual health plays an important role in physical and social well-being. Sexuality is a vital element of 
the human character. The World Health Organization (WHO) claims that positive sexual health not 
only influences a person’s physical and mental well-being but is also essential to achieving 
sustainable development and the realisation of global health and human rights.1 The views people 
hold about their sexuality, the behaviours they participate in and the attitudes and values they hold are 
all shaped by the context in which they live.2 Contextual factors outside the control of an individual, 
such as age, disability, sexual orientation, culture and place of residence can also influence the 
decisions people make.3 
 
Young people typically engage in experimental behaviours, including sexual behaviours, which help 
them to establish their individual identity as they make the transition into adulthood.4 The onset of 
sexual intercourse is a time of social and personal significance which also has major health 
implications.5 A large number of young people in Ireland, and internationally, report sexual initiation 
during adolescence.6,7,8 At this time, norms of behaviour, sexual activity and practices are 
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established.2 Young people aged 15-24 years who are sexually active are at a greater risk of 
experiencing adverse health and social outcomes including unplanned pregnancy or Sexually 
Transmitted Infection (STI) acquisition than older populations.9 
 
Early sexual initiation (i.e., sexual initiation before 16 years old) has been associated with adverse 
sexual health outcomes at the time of first intercourse and also later in life.10 It has implications for 
adolescents’ self-perception, well-being, social status and later sexual health behaviours.11,12 In terms 
of physiological readiness, girls aged 14 and younger are almost universally too young to have 
intercourse.13 Adolescents may not be equipped to manage the psychological consequences of sexual 
activity; experiencing regret and having a higher risk of depression.14,15 
 
Very early sexual initiation (i.e., initiation before 14 years old) has also been associated with sexual 
intercourse with high risk partners (e.g., intravenous drug users and HIV positive men), multiple 
sexual partners, STI transmission and sexual and physical violence.16,17 The potential risks associated 
with adolescent sexual behaviour can also be linked to the behavioural and emotional characteristics 
of their developmental phase. Previous research on the sexual knowledge, attitudes and practices of 
boys and girls aged 14 and younger tend to report insufficient cognitive preparedness for consensual 
and safe sexual intercourse.18,19 Adolescent sexual behaviour may also be influenced by the under 
developed decision-making skills associated with this life stage.20 Studies with adults in Ireland have 
demonstrated that those who initiated sex earlier were less likely to have used contraception or to 
have planned intercourse and more likely to regret the timing of first intercourse.21,22  
 
Engaging in poorly or unprotected sexual intercourse increases the risk of STIs and unplanned 
pregnancy.23 Sexual behaviours such as early sexual initiation (i.e., sexual initiation before 16 years 
old), inconsistent condom use, multiple sexual partners and ‘casual’ sex are recognised risk factors for 




Although a large body of literature suggests that early sexual initiation is associated with adverse 
outcomes, other research suggests no relationship between early intercourse and depressive 
symptoms26 or other problem behaviours27 and only a modest relationship between adverse outcomes 
such as lower school attachment.28 Other findings indicate that the association may be better 
explained by familial29 or genetic and environmental factors.30,31 Haase et al.32 identified that not only 
early, but late timing of first sexual experiences, is associated with lower psychosocial adjustment in 
selected domains in young adulthood. Contrasting findings highlight the gap that remains in our 
understanding of the extent of the impact and the mechanisms between early sexual behaviour and 
associated outcomes.  
 
At present there are limited data on young people’s sexual health and behaviours in Ireland. Data have 
been collected on the sexual health of young adults, including retrospective accounts of teenage 
behaviour.6,21,22,33 Some regional and local studies have also been conducted with young people.7,34 
Nationally representative sexual health and behaviour data have never before been collected directly 
from children in Ireland. Consequently there is also limited evidence relating to the prevalence of and 
associated risk and protective factors for young people’s sexual health and behaviour. In order to gain 
more of a comprehensive understanding of these issues, an approach is required that includes 
interrelated contextual factors that influence young people’s lives, and is not limited only to 
individualistic factors.35,36  Four sexual behaviour questions have been mandatory for 15-year-old 
participants in the HBSC study since 2002, however for practical, political and ethical reasons these 
questions have only been included as mandatory in the Irish study since 2010. Studying sexual 
behaviour in Ireland is of particular importance given that the legal age of consent for intercourse is 
17 years old. A predominantly Catholic country, abortion is not legal in Ireland37 and access to 
contraception can be difficult for young people, especially those under the age of consent. The sexual 
education curriculum, entitled ‘Relationships and Sexuality Education’ or RSE is delivered in the 
context of the broader ‘Social and Personal Health Education’ (SPHE). Prompted by concern around 
adolescent pregnancy in the mid 1990s, it takes a holistic perspective with key objectives focused on 
relationships and decision-making. Schools and educational stakeholders, including parents, have a 
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major role in determining the approach taken within schools. Each school is mandated to develop its 
own RSE policy which determines what is taught, and how, in line with its usually Roman Catholic 
ethos and to do so in collaboration with parents. There are no strict curricular criteria or resources 
employed across all schools. This can translate into a focus on relationships education, and marriage 
preparation, rather than sexuality education or sexual health promotion.38  
 
This paper provides the first nationally representative data on young people’s sexual health and 
behaviour. It provides a novel contribution to the understanding of young people’s sexual behaviour 
across Ireland. It explores the prevalence of sexual health behaviours and incorporates an approach to 
explore the individual and social risk and protective sociodemographic and lifestyle behaviours 
associated with young people’s sexual behaviours. The paper uses data from the 2010 Health 
Behaviour in School-aged Children (HBSC) international study and explores the following research 
questions;  
1) What are the prevalence rates of sexual initiation, age of sexual initiation, and contraceptive use at 
last intercourse of young people aged 15-18 year olds in Ireland;  
2)  What are the socio-demographic and lifestyle characteristics related to 15-18 year old young 





The Health Behaviour in School-aged Children (HBSC) study is a WHO cross-national research 
project that aims to increase the understanding of young people’s health, well-being and behaviours, 
including sexual behaviours. Internationally comparable data are collected from over 200,000 students 
aged 11, 13 and 15 year olds every four years across 43 participating countries.39 Data collection in 
Ireland is extended to include young people aged 9 to 18 years. The study uses an anonymous self-
completion international standardised questionnaire; administered in classrooms to gain the 
perspectives of a representative proportion of 9-18 year old school-going children in the Republic of 
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Ireland. The findings are used to inform and influence population health, health services and health 
education policy and practice at local, national and international levels.  
 
Sample 
In 2010 data were collected from 256 schools in Ireland totalling 16,060 children of whom 4494 were 
aged 15-18 years and used in the current analysis.40 Sampling for the HBSC Ireland 2010 study was 
conducted to reflect a representative proportion of young people in Ireland. Census data were used to 
indicate population distribution across geographic regions. The sampling frame consisted of both 
primary and secondary schools in Ireland; lists of which were provided by the Department of 
Education and Skills. Schools within geographical regions were randomly selected for participation, 
followed by the random selection of classes within schools. A total of 256 schools were recruited with 
a response rate of 67%. Overall, 16,060 school children participated in the HBSC 2010 survey with a 
response rate of 85%. The primary sampling unit for data collection in the HBSC is at classroom 
level. Classroom clustering was accounted for using the Complex Samples function on SPSS. The 
data is not spread equally over 15-18 year old students. The sample size for 18 year olds is the 
smallest and is not likely to be representative of 18 year olds in the population. This group however 
represents 18 year olds who are still attending secondary education. 
 
Ethics 
Ethical approval was granted by The National University of Ireland, Galway Research Ethics 
Committee. In accordance with the HBSC international protocol, sexual behaviour items were asked 
only of students aged 15 years and older as the majority of younger people are less likely to have 




All survey questions were designed by members of the HBSC international study network or adapted 
from existing measures by them.39 All components are subjected to agreed piloting and pre-testing 
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protocols and peer-reviewed by subject experts. The sexual health questions reported on here were 
discussed with children and assessed by them in advance of their use.41,42,43 
 
Socio-demographics 
Socio-demographic questions were based on the 2010 HBSC international protocol.39 Gender was 
measured by asking participants whether they are a boy or a girl. Age was measured by asking 
participants the month and year in which they were born, and calculated at the time of questionnaire 
completion. Social class was measured by asking participants the occupations of their parents. The 
Irish Central Statistics Office44 measure of social classification (occupation and income level of 
respondent) was used to identify social class for each respondent. Social class is represented by SC 1-
2, SC 3-4 and SC 5-6, corresponding to high, middle and low social classes respectively. Responses 
were taken as the highest social class available for either mother or father. The HBSC Family 
Affluence Scale (FAS)45 is based on a set of questions about the material conditions of the households 
in which participants live, including car ownership, bedroom occupancy, holidays and home 
computers. A composite score is calculated for each participant providing values corresponding to 
low, middle and high family affluence. Urban/Rural status was measured by asking participants for 
their residential status; city, town, village or country. Living in town or city represented urban status, 
while rural status was country or village. Household composition was measured by asking to identify 
the people who live in the home where they live all or most of the time. Responses were categorised 
into those who lived with both parents and those who did not. Disability/Chronic illness status was 
assessed through the question ‘Do you have a long-term illness, disability, or medical condition (like 
diabetes, asthma, allergy or cerebral palsy) that has been diagnosed by a doctor?’ Response options 
were ‘yes’ and ‘no,’ 
 
Lifestyle characteristics 
Individual items (n=88) relating to the following four domains were identified from the 2010 HBSC 
survey39; 1) physical activity, 2) negative lifestyle behaviours, 3) health and 4) socio-cultural 
environment. The items identified from the survey can be found in the Additional file; full item 
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details, including response options, can be found in Currie et al.39,46 The number of items identified 
inhibited detailed analysis and consequently a Categorical Principle Components Analysis (CatPCA)47 
was conducted on the items to understand their structure and uni-dimensionality, while reducing 
the dimensionality of the data for the purpose of further analyses. All meaningful explanatory 
factors were extracted for each domain. The CatPCA identified five factors for positive lifestyle 
behaviours explaining 66.1% of the variance; five factors for negative lifestyle behaviours explaining 
58.2% of the variance; four factors for health explaining 51.5% of the variance and nine factors for 
socio-cultural environment explaining 52.4% of the variance (See Additional File). These factors 




Sexual initiation was measured by asking ‘Have you ever had sexual intercourse? (Sometimes this is 
called “making love”, “having sex” or “going all the way”).’ No anatomical definition was provided, 
nor did the question differentiate between consensual or non-consensual sex. Response options 
included ‘Yes,’ and ‘No.’ The age of sexual initiation was measured by asking ‘How old were you 
when you had sexual intercourse for the first time?’ Response options included ‘I have never had 
sexual intercourse,’ ‘11 years or younger,’ ’12 years old,’ ’13 years old,’ ’14 years old,’ ’15 years 
old,’ ’16 years old’ and ’17 years old and older.’ 
 
Contraceptive use 
In order to measure pregnancy prevention, participants were asked ‘The last time you had sexual 
intercourse, what method(s) did you or your partner use to prevent pregnancy?’ Response options 
included; ‘I have never had sexual intercourse,’ ‘no method was used to prevent pregnancy,’ ‘birth 
control pills,’ ‘condoms,’ ‘withdrawal,’ ‘some other method,’ and ‘not sure.’ Participants were 
provided with space to report ‘other’ pregnancy prevention methods used at last intercourse. 
Participants were also asked a separate question on condom use (designed to address STI prevention) 
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by asking ‘The last time you had sexual intercourse, did you or your partner use a condom?’ Response 
options included ‘I have never had sexual intercourse,’ ‘yes,’ and ‘no.’ Inconsistent responses (e.g., 
no method of contraception followed by condom use (n=68)) were attributed the highest level of 
protection provided (e.g., condom use). Corrected figures (e.g., for no method of contraception) are 




Inconsistent or unfeasible responses were recoded (e.g., students who did not report sexual initiation 
but who reported an age of initiation and/or the use of contraceptive methods at last intercourse were 
recorded as not initiated) (n=45). Students who reported condom use on either question relating to 
condom use (pregnancy prevention or STI prevention) were credited with condom use (n=66). 
Respondents were asked to select all applicable response options for questions relating to 
contraceptive use at last intercourse. These responses were not mutually exclusive and consequently 
did not total 100%.  
 
The analysis explores the prevalence of sexual initiation, age of initiation and contraceptive use 
according to gender and age. Gender differences warranted separate analyses for boys and girls. The 
associations between sexual initiation, age of initiation and contraceptive use at last intercourse and 
sociodemographic characteristics (social class, family affluence, rurality, disability status and 
household composition) were first explored.  
 
Experience of sexual initiation, very early sexual initiation and non-condom use were used as 
outcomes in separate multilevel logistic regression models to examine the association between 
sociodemographic characteristics and lifestyle characteristics and young people’s sexual behaviours. 
Separate analyses were conducted for boys and girls. Significance levels for models relating to very 
early initiation and non-condom use are reported at p<.10 and p<.05 because of the small sample size 
of sexually initiated participants and lack of power. All sociodemographic characteristics were added 
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into multivariate models. Lifestyle characteristics covariates were entered into the regression models 
based on the CatPCA factors (See Additional file). Multi-collinearity was checked prior to conducting 
multivariate analyses; tolerances were above 0.1 and VIF scores were less than 3. Fully adjusted 
models are presented (tables 2, 3 and 4). Analyses were conducted in SPSS Statistics for Windows, 
Version 21.0.48 Classroom clustering was accounted for using the Complex Samples function. No 
adjustments were made to p-value levels to account for multiple comparisons. Listwise deletion of 
variables was employed. 
 
Results 
Data were collected from 256 schools in Ireland totalling 16,060 children of whom 4494 were aged 
15-18 years. Sociodemographic characteristics are detailed in Table 1. Around half the sample were 
boys (53.6%), and the highest proportion comprised of 15 year olds (43.8%, boys and 44.3%, girls). 
The smallest proportion were those aged 18 years (3.1%, boys and 2.6%, girls). A total of 11.9% of 
boys and 12.7% of girls were categorised as low SES, and 9.2% of boys and 10.0% of girls were 
classed as low FAS. Around two thirds of the sample reported living in urban areas (61.2%, boys and 
66.8%, girls), and around one fifth of the sample reported living with a disability of chronic illness. 
Three quarters of the sample reported living with both parents.  
 
-Table 1 about here- 
 
Sexual initiation 
A total of 25.7% of boys and 21.2% of girls reported sexual initiation (Table 1). Table 2 details the 
Chi2 tests of association between sociodemographic characteristics and participants reporting sexual 
initiation. Older participants were more likely to be sexually initiated than younger participants. Clear 
social gradients were identified in relation to sexual behaviour; higher proportions of boys and girls 
from middle and lower SES groups reported sexual initiation compared to boys and girls from higher 
SES groups. Girls from low FAS groups reported significantly higher sexual initiation compared to 
those from middle and high FAS groups. A similar pattern was identified for boys but was not 
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statistically significant. There were no differences in reported sexual initiation according to urban or 
rural residential status. A higher percentage of boys and girls who did not live with both parents 
reported sexual initiation compared those who lived with both parents. Girls who reported a D/CI 
reported higher sexual initiation compared to girls’ who reported no D/CI. No association was found 
among boys.  
 
- Table 2 about here - 
 
 
Predictors of sexual initiation 
Table 2 also presents the adjusted odds ratios (95% confidence intervals) for the association between 
sexual initiation and sociodemographic and lifestyle characteristics among boys and girls. Older boys 
were more likely to report sexual initiation, as were boys who reported living in poorer 
neighbourhoods. Living with both parents reduced the likelihood of boys reporting sexual initiation as 
did higher involvement in music and drama activities. Boys who reported sexual initiation also 
reported better communication with their friends and engaging in more extra-curricular activities. 
Sexual initiation was associated with more involvement with alcohol, tobacco and cannabis in the last 
30 days. Boys who took medication for physical symptoms (e.g., headache, stomach-ache) were also 
more likely to be sexually initiated. 
 
Older girls were more likely to report sexual initiation, as were girls who were from middle social 
class groups (compared to higher social class groups) and those who reported living in poorer 
neighbourhood environments. Girls reporting good communication with friends were more likely to 
be sexually initiated as were those who reported bullying others or being bullied themselves. Initiation 
was associated with more involvement with alcohol, tobacco and cannabis in the last 30 days as well 






Age of sexual initiation 
Participants who reported sexual initiation (25.7%, n=619 of boys; 21.2%, n=439 of girls) were 
categorised into two groups based on age of initiation; those who had initiated between age 14 and 15 
(early sexual initiation, 14-15 years) and those and those who had initiated before age 14 (very early 
sexual initiation, <14 years). Very early initiation was reported by 22.8% of the sexually initiated 
boys and 13.4% of the sexually initiated girls (Table 1).  
 
Table 3 details the Chi2 tests of association between sociodemographic characteristics and participants 
reporting very early sexual initiation (<14 years) (vs early sexual initiation, 14-15 years). A 
significantly higher proportion of younger boys and girls reported very early sexual initiation 
compared to older boys and girls. Boys and girls from rural areas reported higher rates of very early 
initiation compared with those from urban areas. There were no significant associations between 
social class, family affluence, household composition or D/CI and early sexual initiation.  
 
- Table 3 about here - 
 
Predictors of very early sexual initiation (<14 years) 
Table 3 also presents the adjusted odds ratios for the association between very early sexual intercourse 
(<14 years) and sociodemographic and lifestyle characteristics. Boys who reported very early sexual 
initiation were more likely to live in rural areas, get unhealthy food from their parents and report 
higher alcohol and cannabis involvement. They were less likely to experience negative health 
symptoms but reported taking medication for psychological symptoms (e.g., difficulty getting to 
sleep, nervousness). Boys who reported poorer communication with their friends and who reported 




Girls who reported very early initiation were also more likely to live in rural areas, come from non-
Traveller communities and report higher cannabis involvement. Girls who reported bullying others, 
and being bullied themselves were more likely to report very early initiation. Girls who reported 
taking medication for physical symptoms and who attended more health visits (e.g., to a doctor or 
dentist) were less likely to report initiation before age 14. 
 
Contraceptive use 
Participants who reported sexual initiation (25.7%, n=619 of boys; 21.2%, n=439 of girls) were asked 
to report the method of contraception used at last intercourse, if any (Table 1). Among sexually 
initiated young people, around 80% of boys and girls reported using condoms at last intercourse, one 
fifth of boys and one quarter of girls reported using the contraceptive pill and around 14% reported 
using withdrawal. Approximately 10% of boys and 6% of girls reported using no method of 
contraception at last intercourse.  
 
Fewer younger adolescents (i.e., those aged 15 years) reported using condoms at last intercourse 
compared to older age groups (i.e. those aged 17-18 years). No other sociodemographic differences 
were identified in relation to condom use, apart from girls from Traveller communities reporting less 
condom use at last intercourse than those from non-Traveller communities (Table 4). Caution must be 
taken when extrapolating from these findings as the same size for sample of young people from the 
Traveller community is very small.  
 
- Table 4 - 
 
Predictors of non-condom use 
Table 4 presents the adjusted odds ratios for the association between non-condom use at last 
intercourse and sociodemographic and lifestyle characteristics. Older boys from high (compared to 
low) FAS groups were less likely to report non-condom use at last intercourse. As were boys engaged 
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in more frequent physical activity and more health protective behaviours influenced by parenting 
(e.g., tooth brushing and seatbelt wearing) and who reported more frequently bullying others. 
 
Girls from non-Traveller communities, who reported more healthy food consumption, higher quality 
of life and more frequently being bullied were less likely to report having sex without a condom at 
last intercourse. Girls who reported taking medication for physical or psychological symptoms were 
more likely to report having sex without a condom at last intercourse.  
 
Discussion 
This is the first nationally representative data on the sexual health and behaviours reported by young 
people in Ireland. Overall, 25.7% of boys and 21.2% of girls were sexually initiated. Older age was 
consistently predictive of sexual initiation for both boys and girls, as were alcohol, tobacco and 
cannabis involvement, living in poorer neighbourhoods and good communication with friends. 
Involvement in music and drama was protective for both boys and girls. Very early sexual initiation 
(<14 years) was reported by 22.8% of the sexually initiated boys and 13.4% of the sexually initiated 
girls. Very early initiation was consistently associated with rural living, cannabis involvement, 
bullying others and attending fewer health check-ups for both boys and girls. Unprotected sex at last 
intercourse was reported by 10.5% of boys and 6.8% of girls. Over three quarters of young people 
reported using a condom at last intercourse. Boys condom use was predicted by older age, higher 
social class, bullying others and self-care behaviours. Girls’ non-condom use was predicted by taking 
medication for physical and psychological symptoms whereas belonging to a non-Traveller 
community, healthy food consumption, higher quality of life and experience of being bullied was 
protective.  
 
The Irish figures for young people’s sexual initiation are lower than comparable international figures. 
The most recent British National Survey of Sexual Attitudes and Lifestyles (Natsal-3) found that 
among those aged 16-24 in the UK, 30.9% reported heterosexual intercourse before age 16 years.49 
The 2013/14 international HBSC report details the proportion of 15 year olds who report having sex. 
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The Irish figures (27% boys, 16% girls) are lower than many other countries. For example, 26% of 
girls and 24% of boys (Sweden), 27% of girls and 29% of boys (Hungary), and 21% of girls and 40% 
of boys (Bulgaria) report sexual initiation.8 Lower rates of sexual initiation may reflect the older age 
for legal intercourse (17 years) compared to other countries, or the religious context for young people 
growing up in Ireland which whilst they may not be practicing Catholic, may still be culturally 
catholic thus promoting abstinence before marriage.38 At present, the only Irish data available for 
comparison comes from adults retrospective accounts; the Irish Study of Sexual Health and 
Relationships (ISSHR) identified that among 18-24 year olds in the sample, the median age of sexual 
initiation was 17 years old, whereas for those participants age 60-64 was 22/23 years old.6   
 
The current findings demonstrate that adolescents report condom use as the highest reported 
individual method of contraception. The 2013/14 international HBSC report also publishes data on 15 
year olds who use a condom at last intercourse. From the current study, around 72% of 15 year old 
boys and 77% of 15 year old girls in Ireland reported condom use at last intercourse. This is higher 
than most of the other countries, including England, Scotland and Wales.8 Not using condoms is a 
matter of considerable concern, particularly for the higher proportion of boys reporting non-
contraceptive use, given the increased risk of unintended pregnancy and STIs. Young people’s 
contraceptive choices are often influenced by biological, psychological and social factors, they are 
also marred by additional complications relative to their age and stage of development. For example, 
not only may access and cost determine contraceptive use, but choice may be inhibited by 
adolescents’ lack of knowledge surrounding the ‘correct’ use of contraceptives. It is also possible that 
one partner will assume the other has taken responsibility for contraceptive methods. Indeed 
communication about contraception prior to intercourse is an important predictor of contraceptive use 
among adolescents.50,51.  Kirby cites communication with partner about contraception as an antecedent 
of adolescent contraception.51 Concerns surrounding confidentially may deter contact with local 
health services, while embarrassment, fear of side effects and stigma associated with contraceptive 




The current research identified demographic, health, socio-cultural and lifestyle characteristics 
consistently associated with sexual initiation. As age increases, the proportion of young people 
reporting initiation also increases. At 18 years old, the proportion of boys and girls who report 
initiating sex (37.3% and 54.4% respectively) are similar to the prevalence rates of sexual activity of 
the young adult population aged 18 to 20 years old in Ireland (50%).33 Although caution must be 
exercised when extrapolating from the these findings due to the small sample size of 18 year old 
participants, this highlights the importance of focusing on young people under the age of 18 years as 
they are embarking upon their sexual debut and where norms of behaviour, sexual activity and 
practices are established2. Alcohol, tobacco and cannabis involvement were associated with sexual 
initiation among boys and girls. Cannabis involvement was also positively associated with very early 
initiation for both boys and girls, and alcohol involvement for boys only. These findings are in line 
with international research which has linked substance with sexual risk behaviour 54,55 and early 
sexual initiation.56,57  
 
Good communication with friends was associated with girls and boys sexual initiation, however poor 
communication with friends was associated with very early sexual initiation for boys. Bullying others 
was associated with very early initiation for both boys and girls, and involvement in music and drama 
was protective of sexual initiation for both boys and girls. The circumstances surrounding participants 
sexual behaviours reported are not known (i.e., whether participants wanted sexual initiation at that 
time). However the influence of peer support, pressure and communication may be of significant 
importance to the timing of sexual initiation and this warrants further investigation. Templeton et al.58 
emphasise that a key form of social learning comes from sexual scripts. These originate from adult 
discourses and are shared among peers. Peer perceptions have also been identified as influencers of 
sexual initiation and behaviour. For example if adolescents perceive that most of their peers are 
having sex, they are more likely to report intention to initiate, and also to initiate themselves.59 
Normalisation of sexual behaviours based on peer approval, peer pressure and a desire for social 
inclusion, are key aspects influencing adolescents to engage in sexual activity.58 Adolescents living in 
rural areas were more likely to report very early initiation. Living in rural areas which lack accessible 
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leisure-time resources may result in boredom and sexual intercourse.60 Rural living may also deny 
young people access to sexual health advice and services when they are needed. Despite no significant 
association between D/CI and sexual initiation, there is complex picture for those young people who 
report health conditions and taking medication for health conditions, and the relationship between 
sexual initiation. Health protective behaviours (including engaging in physical activity and 
toothbrushing/seatbelt wearing) were associated with boys’ condom use at last intercourse. Possible 
explanations may relate to them employing health preventative behaviours across different aspects of 
their lives.  
 
The proportion of young people who sexually initiate at age 18 years or younger, together with the 
proportion of young people who report early (at age 14 or 15 years) or very early initiation (<14 
years), when they are physically, emotionally and cognitively developing highlights that young 
people’s sexual behaviour is of particular relevance in the Irish context where the age of legal consent 
for sexual intercourse is 17 years old. Similarly, the proportion of sexually initiated young people who 
are not using a reliable form of contraception, thus putting themselves at increased risk of STIs and 
unplanned pregnancy, is of importance. When deciding whether to initiate sex, adolescents may focus 
on the positive rewards that sex brings (i.e., intimacy, fun, emotional attachment). Even when 
knowledgeable about the risks, some young people may not refrain some sex to avoid potential 
negative outcomes.58 The findings highlight that sexual health as a salient public health issue for 
health educators, practitioners and policy makers across Ireland. The risk of unintended pregnancy 
carries an increased burden for young people in Ireland due to the limited options available to deal 
with unwanted pregnancies. Unlike most developed countries, abortion is illegal in Ireland.37 Anyone 
seeking a termination must travel outside of the country to do so (with the exception of some very 
extreme circumstances) and must bear substantial financial costs. This can lead to a greater risk of 
social and psychological implications for those who experience an unplanned pregnancy in Ireland, 
and in particular young people who may be ill-equipped to manage these circumstances. The findings 
call for training of health and education professionals, knowledge and skills-based, age and stage 
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appropriate education for young people, with the addition of young people friendly access to 
confidential, affordable contraception. 
 
The findings also provide data on the sociodemographic and lifestyle behaviours that relate to young 
people’s sexual initiation, very early sexual initiation and non-condom use. The identification of these 
sociodemographic and lifestyle characteristics provides important information on risk and protective 
factors that relate to young people’s sexual behaviour. The findings may be used for the purpose of 
helping to identify young people who may be most at risk of sexual risk-taking (e.g., those living in 
rural areas). Similarly, the identification of amenable risk and protective factors (e.g., communication 
skills, bullying) may provide an opportunity for targeted intervention to reduce the inequalities that 
place many adolescents at an increased risk of adverse health and well-being outcomes as a result of 
unsafe sexual practices. For example, this study has linked adolescent sexual risk behaviours with 
other negative health behaviours (e.g., substance use). Although it is not possible to establish a causal 
relationship, the design of interventions that aim to reduce multiple risk behaviours or promote 
multiple protective factors may result in more positive additional health outcomes. Successful 
interventions specifically designed to reduce alcohol, tobacco and cannabis use may therefore also 
impact unsafe sexual behaviours. These associations are supported by previous research linking 
substance use and adolescent sexual risk behaviour.54,55 Jackson et al.54 recommend a holistic 
approach to risk behaviour prevention that adopts the shared determinants of several risk behaviours 
to improve adolescent health. 
 
The findings suggest that boys and girls sexual behaviour is related to different socio-demographic 
and lifestyle characteristics. The differences highlight the need to incorporate gender into health 
promotion and behavioural education, skills, training and interventions. This may be especially 
important in Ireland where at post primary level (12-18 years) 63% of schools attended by 66% of 
pupils are single gender only. Not only will this more comprehensive, tailored approach seek to 
improve adolescent sexual health during this key developmental stage, but will provide a foundation 




The first ever sexual health strategy in Ireland was launched in 2015.61 The current research has the 
potential to inform the implementation and further development of universal sexual health promotion 
across settings. In terms of implementation, the findings could be employed as part of a parent 
education package designed to improve parent-adolescent sexual communication. They could also be 
used to help inform trainers preparing teachers to delivery Relationships and Sexuality Education 
(RSE), or in the development and delivery of similarly focused education in out of school settings. 
For the first time, policy-makers in Ireland have up-to-date, nationally representative data on 
adolescent sexual behaviour, including socio-demographic and lifestyle characteristics that are 
associated with risk. These and subsequent findings in the field could be used to help develop an 
evidence based strategy for adolescent sexual health behaviour at national, institutional (e.g., school, 
training centres) or community (e.g., youth services, local authority) level.  
 
There is also potential to integrate these findings into the RSE programme implemented in secondary 
schools in the Republic of Ireland. RSE is delivered as part of Social, Personal and Health Education 
(SPHE), and SPHE is designed to be situated within a ‘whole school’ approach. Such an approach, as 
advocated by the Department of Education,62 requires partnerships at school level between 
educational stakeholders and priority setting for the school in the context of the physical and 
psychosocial environment. The findings reported here could be very useful to school-level 
partnerships in determining their approach and what knowledge and skill development to focus on for 
different groups of students. The early age of initiation of many young people in Ireland highlights the 
need to implement such interventions and education at an early age. 
 
Limitations 
When asked about sexual intercourse, participants were provided with a description in parenthesis 
(Sometimes this is called “making love”, “having sex” or “going all the way”). Sexual intercourse was 
not however described using an anatomical definition. Neither does it differentiate between 
consensual or non-consensual sex. Although early sexual intercourse is often correlated with other 
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indices, the cross-sectional design means that causality cannot be established. Similarly, the point at 
which a young person sexually initiated may have occurred some years prior to completion of the 
survey. Measures taken during the survey, for example relating to living with both parents, refer to the 
time of completing the survey rather than at first intercourse. While the use of a standardised survey 
promotes cross country comparisons, the cultural and youth specific nuances of sexual behaviours and 
practices may be lost. Further participation of young people in questionnaire design may help 
overcome some of these challenges.63  
 
Constraints were imposed by the structure of the data. Gender differences warranted separate analyses 
for boys and girls. Significance levels were reported at p < .10 and p<.05 because of small sample size 
and lack of power. The small sample of early initiated participants means that analytical power may 
be low. Missing data were not imputed and only a complete case sample were used. Listwise deletion 
may also have contributed to lower analytic power. As data are most likely not missing at random 
(MAR), it is assumed that the results generated would be replicated if a full dataset were used; 
however estimates may be over- or under-estimated. The youngest participants answering questions 
about sexual behaviour were aged 15 years. Sexual initiation was therefore defined in relation to 
sexual intercourse occurring at age 15 years old or younger. Only young people older than 15 will be 
able to select 16 or above as an age of first intercourse. A larger proportion of sexually experienced 
15-year-olds, compared to older adolescents, reported very early sexual initiation. While it is possible 
that more young people are initiating sex at very young ages compared to one or two years previously, 
it is more likely an issue of censoring, due to the age at which 15-year-olds could have initiated sex is 
at young and very young ages.  
 
Completion of the questionnaire required self-report data about sexual behaviours. While every effort 
was made to ensure that participants completed questionnaires anonymously, individually and 
confidentially participants may have been unwilling to disclose such that prevalence may be 
underestimated.64 Only four questions were used to ask about sexual behaviour. Some of which 
generated inconsistent or unfeasible responses that required recoding. The methodological challenges 
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and solutions to these issues have been reported by Young et al.43 Finally, at present nothing is known 
about the circumstances of young people’s sexual behaviour; for example, contraceptive use at first 
intercourse, thoughts about the timing of first intercourse, the age of partner at first intercourse or 
different types of contraceptive methods used (contraceptive implant, injection etc.). These questions 
have been added to the most recent HBSC study and for which detailed analyses are required. The 
data should provide more context about the timing of early initiation, coercion and associated factors 
such as peer pressure. Similarly, parenting processes (e.g., parent-child monitoring, sexual risk 
communication and parental closeness) have been identified as significant influences on adolescents' 
early sexual initiation, sexual activity, and condom use.65 HBSC Ireland do not currently ask 
questions relating to parental processes, however future research should take account of these 
findings. The questionnaire measures the health behaviours of school-going 15-18 year olds in 
Ireland, it therefore does not represent the views of those who are not in school. School retention rates 
to the end of post-primary education (Leaving Certificate, after 14 years of fulltime education) was 
90.6% in 2015.66 
 
Conclusion 
Sexual health is a fundamental aspect of physical and social well-being and a key component of 
public health.2 Sexual health status is shaped by a range of socio-cultural, psychological, physical, 
cognitive, religious, legal, economic and political factors, a number of which adults, and young people 
have little or no control over. Sexual health is dependent on the complex interaction of a combination 
of these factors.3 For the first time, a detailed analysis of the sexual behaviours and practices of young 
people across Ireland has been conducted. The findings highlight the prevalence of sexual initiation, 
age of initiation and contraceptive use among a representative sample of boys and girls aged 15-18 
years. The analysis has identified socio-demographic and lifestyle variables associated with each of 
these sexual behaviours capturing a profile of both those young people who are sexually initiated and 




The analyses identified predictive factors related to sexual initiation, age of initiation and 
contraceptive use which are specific to the lives of young people, and some which are gender-specific. 
Young people are a distinct group with unique influences in relation to their sexual health and 
behaviour. The results demonstrate the value of developing and implementing specifically targeted 
policy and interventions which take a holistic approach in addressing the needs of adolescents. While 
this study provides a novel insight into potential risk and protective factors associated with risky 
sexual behaviour among the adolescent population, more research is required to further understand the 
context of young people’s sexual behaviours; including the timing and contraceptive methods used at 
first intercourse, frequency of intercourse, sexual practices other than intercourse and experience of 
STI and unplanned pregnancy. It would be preferable if future work in this area adopted a truly 
ecological perspective, including more comprehensive family measures. Models on which to base this 
‘ecological’ research include Bronfenbrenner’s environmental systems,67 or the socio-ecological 
model of health.68 These behavioural-ecological models have been applied to sexual health research, 
and intervention development in the contexts of AIDS prevention69 and  young people’s risky sexual 
behaviour,70 many of which are summarised by Hajizade-Valokolaee.71 A comprehensive evidence 
base of the factors influencing young people’s sexual behaviour will provide a foundation for the 
development of health promotion strategies aimed at reducing negative sexual health outcomes and 
promoting positive outcomes. These recommendations are directly relevant to the current Irish 
national policy on sexual health,61 and the setting of priorities in its implementation. 
 
Declarations: 
Ethics approval and consent to participate: 
Ethical approval was sought from The Human Research Ethics committee of the National University 
of Ireland Galway. Parental consent was sought at the discretion of the school. Informed consent was 




Consent to publish: 
All identifiable information has been removed from the publication. 
 
Availability of data and material 
The datasets supporting the conclusions of this article are available via the Health Behaviour in 
School-aged Children repository, contactable at http://www.hbsc.org/. 
 
Competing interests: The authors declare that they have no competing interests. 
 
Funding: HBSC Ireland is funded by the Department of Health. Funding for this work came from an 
Irish Research Council Collaborative Research Grant with the Crisis Pregnancy Programme of the 
Health Service Executive. The lead author, now based at Cardiff University, is supported by 
DECIPHer, a UKCRC Public Health Research Centre of Excellence. Joint funding 
(MR/KO232331/1) from the British Heart Foundation, Cancer Research UK, Economic and Social 
Research Council, Medical Research Council, the Welsh Government and the Wellcome Trust, under 
the auspices of the UK Clinical Research Collaboration, is gratefully acknowledged.  
 
Authors' contributions 
The original idea for the project was conceived by SNG. SNG, HY and LB conceptualised the paper. 
HY and LB led the analysis and interpretation of the data with support from SNG. HY wrote a first 
25 
 




HBSC is an international study carried out in collaboration with WHO/EURO. The International 
Coordinator of the 2009/2010 survey was Professor Candace Currie, PhD (University of St. Andrews, 
School of Medicine, Child and Adolescent Health Research Unit, Scotland) and the Data Bank 
Manager was Professor Oddrun Samdal, PhD (University of Bergen, HBSC Data Management 
Centre, Norway). For details of the HBSC study, see http://www.hbsc.org. The authors thank all the 
schools and young people who participated in the study and who have participated in past HBSC 
studies. They would also like to thank all past and current members of the HBSC Ireland team. The 
work was undertaken with the support of DECIPHer, a UKCRC Public Health Research Centre of 
Excellence. Joint funding (MR/KO232331/1) from the British Heart Foundation, Cancer Research 
UK, Economic and Social Research Council, Medical Research Council, the Welsh Government and 





Additional file 1 
File type: word document (.doc) 
Title: Factors derived from the Categorical Principle Components Analysis (CatPCA) conducted on 




Description of data: The additional file presents the factors derived from the Categorical Principle 
Components Analysis (CatPCA) conducted on the individual items which comprise each of the four 
selected candidate domains. The data presents the factors, and includes the individual and cumulative 




1. WHO. Sexual and reproductive health and rights: a global development, health, and human 
rights priority. Comment 2014 
<http://www.who.int/reproductivehealth/publications/gender_rights/srh-rights-comment/en/>, 
accessed Oct. 15, 2014 
2. WHO. Defining sexual health. Report of a technical consultation on sexual health 2006 
<http://www.who.int/reproductivehealth/publications/sexual_health/defining_sexual_health.pdf
>, accessed July 24, 2013. 
3. WHO. Measuring sexual health: conceptual and practical considerations and related indicators 
2010 http://whqlibdoc.who.int/hq/2010/who_rhr_10.12_eng.pdf accessed July 24, 2012. 
4. Avery L and Lazdane G. What do we know about sexual and reproductive health of adolescents 
in Europe? Eur. J. Contracept. Reprod. Health Care. 2010;15:54–S66. 
5. Hawes ZC, Wellings K, Stephenson J. First hetreosexual intercourse in the United Kingdom: A 
review of the literature. J Sex Res. 2010;47:137-152. 
6. Layte R, McGee H, Quail A, Rundle K, Cousins G, Donnelly C, Mulcahy F Conroy R. The 
Irish study of sexual health and relationships. Dublin: Crisis Pregnancy Agency, 2006. 
7. McHale E, Newell J. Sexual behaviour and sex education in Irish school going teenagers. Int J 
STD AIDS. 1997;8:196-200. 
8. Inchley J et al. eds. Growing up unequal: gender and socioeconomic differences in young 
people's health and well-being. Health Behaviour in School-aged Children (HBSC) study: 
international report from the 2013/2014 survey. Copenhagen, WHO Regional Office for 
Europe, 2016 (Health Policy for Children and Adolescents, No. 7). 
9. Centers for Disease Control and Prevention (CDC). Sexually transmitted disease surveillance 
2010, 2010 http://www.cdc.gov/std/stats10/surv2010.pdf accessed July 25, 2013. 
27 
 
10. Magnusson C, Trost K. Girls experiencing sexual intercourse early: could it play a part in 
reproductive health in middle adulthood? J Psychosom Obstet Gynaecol. 2006;27:237-244. 
11. Fergus S, Zimmerman M, Caldwell C. Sexual risk behaviour in adolescence and young 
adulthood. Am J Public Health. 2007;97:1096-1101. 
12. Magnusson B, Masho S, Lapane K. Early age at first intercourse and subsequent gaps in 
contraceptive use. J Womens Health. 2012;21:73-79.  
13. Dixon-Mueller R. How Young Is "Too Young"? Comparative perspectives on adolescent 
sexual, marital and reproductive transitions. Stud Fam Plan. 2008;39:247-262. 
14. Spriggs AL, Halpern CT. Sexual debut timing and depressive symptoms in emerging 
adulthood. J Youth Adolesc 2008;37:1085-1096. 
15. Dickson N, Paul C, Herbison P, Silva P. First sexual intercourse: age, coercion, and later 
regrets reported by a birth cohort. BMJ 1998;316: 29-33. 
16. Greenberg J, Magder L, Aral S. Age at first coitus. A marker for risky sexual behavior in 
women. STIs. 1992;19:331–334. 
17. Kaplan D, Jones E, Olson E, Yunzal-Butler C. Early age of first sex and health risk in an urban 
adolescent population. J Sch Health. 2013;83:350-356. 
18. Albert B, Brown S, Flanigan CM. 14 and younger: The sexual behavior of young adolescents. 
Washington, DC: National Campaign to Prevent Teen Pregnancy, 2003.   
19. Bankole A, Biddlecom AE, Guiella G, Singh S, Zulu E. Sexual behavior, knowledge and 
information sources of very young adolescents in four sub-Saharan African countries. Afr J 
Reprode Health. 2007;11:28-13. 
20. Byrnes JP. The development of decision-making. J Adolesc Health. 2002;31:208–215. 
21. McBride O, Morgan K, McGee H. Irish Contraception and Crisis Pregnancy Study 2010 
(ICCP-2010) A survey of the general population, 2012, <http://crisispregnancy.ie/wp-
content/uploads/2012/06/ICCP-2010_REPORT.pdf>, accessed July 21, 2013. 
22. Rundle K, Layte R, McGee H. The Irish study of sexual health and relationships Sub Report 1: 
Learning about sex and first sexual experiences. Dublin: Crisis Pregnancy Agency, 2008. 
23. O’Donnell B, O’Donnell C, Stueve A. Early sexual initiation and subsequent sex related risks 




24. Kirby D. Emerging answers: Research findings on programs to reduce teen pregnancy, 2001, 
<http://www.eric.ed.gov/ERICWebPortal/detail?accno=ED456171>, accessed July 17, 2012. 
25. Paul C, Fitzjohn J, Herbison P, Dickson N. The determinants of sexual intercourse before age 
16. Journal of Adolescent Health, 2000, 27(2): 136-147. 
26. Sabia JJ. Does early adolescent sex cause depressive symptoms? J Pol Anal & Manag. 2006;25: 
803-825.  
27. Udell W, Sandfort T, Reitz E, Bos H, Dekovic M. The relationship between early sexual debut 
and psychosocial outcomes: a longitudinal study of Dutch adolescents. Arch Sex Behav. 
2010;39:1133-1145.  
28. Sabia JJ. Early adolescent sex and diminished school attachment: selection or spillovers? South 
Econ J. 2007.74:239-268.  
29. Donahue KL, Lichtenstein P, Långström N, D'Onofrio BM. Why does early sexual intercourse 
predict subsequent maladjustment? Exploring potential familial confounds. Health Psychol. 
2013;32:180-189.  
30. Harden KP, Mendle J, Hill J, Turkheimer E and Emery R. Rethinking timing of first sex and 
delinquency. J Youth Adolesc. 2008;37:373-385.  
31. Huibregtse BM, Bornovalova MA, Hicks BM, McGue M, Iacono W. Testing the role of 
adolescent sexual initiation in later-life sexual risk behavior: A longitudinal twin design. 
Psychol Sci. 2011;22:924-933.  
32. Haase CM, Landberg M, Schmidt C, Lüdke K, Silbereisen RK. The later, the better? Early, 
average, and late timing of sexual experiences in adolescence and psychosocial adjustment in 
young adulthood. Eur Psychol. 2012;17:199-212.  
33. Shiely F, Kelleher C, Galvin M. Sexual health of the Irish adult population: findings from 
SLAN. Dublin: Crisis Pregnancy Agency; 2004. 
34. Bonner C. A report on the sexual practices of 16-18 year olds in the Midland Health Board. 
Tullamore: Department of Public Health, Midland Health Board; 1996.  
35. Salazar LF, Bradley EL, Younge SN, Daluga NA, Crosby RA, Lang DL, DiClemente RJ. 
Applying ecological perspectives to adolescent sexual health in the United States: rhetoric or 
reality? Health Educ Res. 2010;25:552. 562.  
29 
 
36. DiClemente RJ, Salazar LF, Crosby RA, Rosenthal SL. Prevention and control of sexually 
transmitted infections among adolescents: the importance of a socio-ecological perspective—a 
commentary. Public Health. 2005;119:825–36 
37. Department of Health. Protection of Life During Pregnancy Act 2013 (Number 35 of 2013), 
2013, <http://www.irishstatutebook.ie/pdf/2013/en.act.2013.0035.pdf>, accessed July 25, 2014. 
38. Sherlock L. Sociopolitical influences on sexuality education in Sweden and Ireland. Sex Ed. 
2012; 12:4, 383-396, DOI: 10.1080/14681811.2012.686882 
39. Currie C, Griebler R, Inchley J, Theunissen A, Molcho M, Samdal O, Dür W & (eds.). Health 
Behaviour in School-aged Children (HBSC) Study Protocol: Background, Methodology and 
Mandatory Items for the 2009/10 Survey. Edinburgh: CAHRU & Vienna: LBIHPR; 2010. 
Found at: http://www.hbsc.org 
40. Kelly C, Gavin A, Molcho M, Nic Gabhainn S. The Irish Health Behaviours in School-aged 
Children (HBSC) study 2010. Dublin: Department of Health; 2012 
41. Nugent, O. Sexuality and attitudes: teachers attitudes towards the HBSC survey. MA thesis, 
NUI Galway: Ireland; 2001.  
42. Young H, Burke L, Nic Gabhainn S. Contraceptive methods used by sexually active 
adolescents. National Institute of Health Sciences Bulletin. 2014; 7(1), 42 
43. Young H, Költő A, Reis M, Saewyc EM, Moreau N, Burke L et al.  Sexual Health questions 
included in the Health Behaviour in School-aged Children (HBSC) Study: an international 
methodological pilot investigation. BMC Med Res Methodol, 2016;16,169. 
DOI: 10.1186/s12874-016-0270-8 
44. Central Statistics Office. Census of Population 1986: Classification of occupations. Cork: 
Central Statistics Office; 1986. 
45. Currie C, Molcho M, Boyce W, Holstein B, Torsheim T, Richter M. Researching health 
inequalities in adolescents: the development of the Health Behaviour in School-Aged Children 
(HBSC) family affluence scale. Soc Sci Med. 2008;66:1429-1436. 
46. Currie C, Zanotti C, Morgan A, Currie D, de Looze M, Roberts C et al. Social determinants of 
health and well-being among young people. Health Behaviour in School-aged Children (HBSC) 
study: international report from the 2009/2010 survey. Copenhagen, WHO Regional Office for 
Europe, 2012 (Health Policy for Children and Adolescents, No. 6). 
30 
 
47. Linting M, Van Der Kooij A. Nonlinear principle components analysis with CATPCA: A 
tutorial. J Pers Assess .2012;94:12-25. 
48. IBM SPSS for Windows (Version 21.0) IBM. Armonk: NY; 2012 
49. Mercer C, Tanton C, Prah, P, Erens B, Sonnenber P, Clifton S, et al. Changes in sexual 
attitudes and lifestyles in Britain through the life course and over time: findings from the 
National Survey of Sexual Attitudes and Lifestyles (Natsal). Lancet. 2013;382:1781-94. 
50. Stone N, Ingham R. Factors affecting british teenagers contraceptive use at first intercourse: the 
importance of partner communication. Perspect Sex Reprod Health; 2002; 34(4):191-197. 
51. Kirby D. Antecedents of adolescent initation of sex, contraception use, and pregnancy. Am J 
Health Behav. 2002;26(6):473-485. 
52. Bell J. Why embarrassment inhibits the acquisition and use of condoms: A qualitative approach 
to understanding risky sexual behaviour. J Adolesc. 2009;32:379-391. 
53. Brown S, Guthrie K. Why don’t teenagers use contraception? A qualitative interview study. Eur 
J Contracept Reprod Health Care. 2011;15:197-204. 
54. Jackson C, Sweeting H, Haw S. Clustering of substance use and sexual risk behaviour in 
adolescence: analysis of two cohort studies. BMJ Open. 2012;2. 
55. Wiefferink CH, Peters L, Hoekstra F, Ten Dam G, Buijs GJ and Paulussen TG. Clustering of 
health-related behaviours and their determinants: possible consequences for school health 
interventions. Prev Sci. 2006;7:127-49. 
56. Spriggs Madkour A, Farhat T, Tucker Halpern C, Godeau E, Nic Gabhainn S. Early adolescent 
sexual initiation as a problem behaviour: A comparative study of five nations. J Adolesc 
Health. 2010;47:389-398. 
57. Connell C, Gilreath T, Hansen N. A multiprocess latent class analysis of the co-occurance of 
substance use and sexual risk behaviour among adolescents. J Stud Alcohol Drugs. 
2009;70:943-951. 
58. Templeton M, Lohan M, Kelly C, Lundy L. A systematic review and qualitative synthesis of 
adolescents views of sexual readiness. 2017; Journal of Advanced Nursing 73(6), 1288–1301. 
doi: 10.1111/jan.13207 
59. Kinsman SB, Romer D, Furstenberg FF, Schwarz DF. Early sexual initiation: the role of peer 
norms. Pediatrics. 1998;102(5):1185-1192.  
31 
 
60. Akers A, Muhammad M, Corbie-Smith G. When you got nothing to do, you do somebody: A 
community’s perception of neighbourhood effects on adolescent sexual behaviours. Soc Sci 
Med. 2011;72:91-99. 
61. Department of Health. National Sexual Health Strategy 2015-2020. Government Publications: 
Dublin; 2015. Available at: http://health.gov.ie/wp-content/uploads/2015/10/National-Sexual-
Health-Strategy.pdf 
62. SPHE Support Service Post Primary. The SPHE Handbook. Dublin: Department of Education 
and Science; 2003. 
63. Daniels N, Burke L, O’Donnell A, McGovern O, Kelly C, D’Eath M, Nic Gabhainn S. 
Expanding the role of young people in research: towards a better understanding of their lives. 
Public Health and Governance. 2014;12(1). 
64. Fenton KA, Johnson AM, McManus S, Erens B. Measuring sexual behaviour: methodological 
challenges in survey research. STIs. 2001;77:84-92 
65. Widman, L., Chokes-Bradley, S., Noar, S.M., Nesi, J. & Garett, K. (2016). Parent-adolescent 
sexual communication and adolescent safer sex behaviour. A meta-analysis. Journal of the 
American Medical Association Paediatrics, 170(1), 52-61 . 




67. Bronfenbrenner U. The Ecology of Human Development. Cambridge, MA: Harvard University 
Press; 1979. 
68. McLeroy KR, Bibeau D, Steckler A, Glanz K. An ecological perspective on health promotion 
programs. Health Educ Q. 1988;15:351–377.  
69. Hovell MF, Hillman ER, Blumberg E, Sipan C, Atkins C, Hofstetter CR, Myers CA. A 
behavioural-ecological model of adolescent sexual development: a template for AIDS 
prevention. J Sex Res. 1994;31:267-281.  
70. Shneyderman Y, Schwartz SJ. Contextual and intrapersonal predictors of adolescent risky 
sexual behaviour and outcomes. Health Educ Behav. 2012;40:400-414.  
32 
 
71. Hajizade-Valokolaee M, Yazdani-Khermandichali F, Sahhosseini Z, Hamzehgardeshi Z. 
Adolescents’ sexual and reproductive health: an ecological perspective. Int J Adolesc Med 
health. 2016; https://doi.org/10.1515/ijamh-2015-0097 
 
 
 
 
 
